Abstract: An increasing number of adults in general psychiatry are referred for assessment regarding AttentionDeficit/Hyperactivity Disorders (ADHD) and Autism Spectrum Disorders (ASD). The aim of this study was to investigate patients' recollections of satisfaction with the feedback after a neuropsychological assessment, measured by the Assessment Questionnaire (AQ). The results showed that the patients generally had a low level of satisfaction with this feedback, and a low level of satisfaction was especially related to low self-esteem. The results indicate a need for more empirical studies of how assessments should be designed in order to increase satisfaction.
INTRODUCTION
The aim of this study was to investigate adult patients' recollections of satisfaction with the information/feedback given after a neuropsychological assessment, among patients with preliminary diagnoses of Attention-Deficit/Hyper-activity Disorder (ADHD; American Psychiatric Association [DSM-IV-TR], 2000) and Autism Spectrum Disorders (ASD) [1] . These are important diagnoses to consider in general psychiatry [2, 3] . ADHD, for instance, is no longer regarded mainly as a childhood diagnosis in boys, but is now seen as a disorder affecting adults of both sexes [4, 5] . There is an increasing awareness of these disorders, and an increasing number of adults is referred for neuropsychological assessments.
In the Nordic countries, many outpatient clinics specialize in neuropsychological assessments. It seems that there are a substantial number of adults with these problems who were not diagnosed in childhood despite a high degree of contact with child psychiatric services [2] . It has been argued that these patients need a specialized neuropsychological assessment in order to evaluate their patterns of impairment [6] . After the assessment, most patients need continuing psychiatric help, proper medication, help with studies, and adaptations at work. However, support and treatment needs are not always met, especially for those patients with ADHD [6, 7] .
It has been proposed that the neuropsychological assessment itself is very important for the patients' selfesteem and well-being [8] . The idea is that patients who have struggled throughout their lives with neuropsychological and social problems would benefit from going through a neuropsychological assessment and receiving an explanation for their psychiatric and cognitive impairments. "Even among clients with significant neurological impairment, *Address correspondence to this author at the Department of Woman and Child Health, Karolinska Institutet, Sweden; Tel: +46 (8) 6866608; E-mail: ylva.holst@bredband.net feedback might be an important step in the assessment process in which the psychologist is able to provide information that is vital to clients' self-understanding and ability to plan for their futures" [9] (p. 311).
Providing feedback that preserves patients' self-esteem is crucial in a psychiatric setting [10] . Children with ADHD have been found to have low self-esteem [11] . However, less is known about adult patients and how self-esteem is influenced by receiving an ADHD diagnosis in adulthood [12] . A study of ADHD from childhood to adulthood found that adults also suffer from poor self-esteem [13] . The relation between ASD and self-esteem has not been studied to the same extent as that between ADHD and self-esteem. It seems that people with autism often have negative life experiences due to other "non-autistic" people who do not understand how to talk to and listen to autistic people [14] .
Historically, clinicians began sharing assessment results with patients more regularly due to recognition of patients' legal rights to access professional records [15, {Gass, 1992 #200}16] . The focus was also broadened from test measures to the patient-examiner relationship, the patients' difficulties, and the examiners' counter transference. Additionally, clinicians discovered that patients benefited from feedback in many ways; their self-esteem and feelings of hope increased, while feelings of isolation and symptomatology decreased [17] . Some clinicians began to write about positive patient changes during assessment. These changes seemed to occur when patients were included in the assessment process as active participants [18] [19] [20] .
McGrath (2001) emphasizes that assessment is not useful if individuals receiving the feedback do not find the results interesting or useful, no matter how valid the results are. The results of an informal methodological review of 108 articles published during one year in three major assessment journals (Assessment, Journal of Personality Assessment, & Psychological Assessment) revealed a complete lack of any studies evaluating how test takers felt about the assessment [21] .
The aim of the present study is therefore to describe how patients with neuropsychiatric problems experience the assessment process and the feedback from the examiner, and to investigate the relationship between this and a number of patient characteristics including self-esteem, physical and mental health, sex, and personality disorders. The regional ethical committee in Stockholm, Karolinska Institutet, reviewed and approved the study on 27 September 2005, (2005/1057-32).
MATERIAL AND METHODOLOGY

Participants
The patients were recruited from two psychiatric outpatient clinics in the Stockholm area with teams specialized in the assessment of ADHD and AS. The time they had spent on the waiting list ranged from 3 months to 26 months, with a mean of 13 months.
Demographic data about the 32 participants were collected from their medical records: 17 men and 15 women, average age 36 years (range 20-56). The neuropsychological assessment resulted in the following diagnoses: ADHD (n = 11), ASD (n = 15), Tourette's syndrome (n = 1), and mental retardation (n = 3). The remaining two patients did not fulfill the criteria for a diagnosis. A majority of the patients were living with a partner and had children. The mean level of education was 11 years. Sixteen patients were receiving social assistance, were sick-listed, or were on social welfare. Twenty-eight had a previous psychiatric contact. Ten had at least one relative with diagnosed neurodevelopmental disorder or related symptoms. Twenty-two patients had comorbid disorders with psychiatric symptoms. Twelve had an identified somatic disorder such as epilepsy or migraine. Nineteen were taking psychotropic drugs. Complete demographic data are provided.
Procedures
The assessments were performed by ten psychologists, in cooperation with physicians. Patients assessed during 2004 were consecutively invited to participate (clinic 1: n = 30, clinic 2: n = 29). Thirty-two patients (55.9%) gave written consent to participate in the study, 17 men and 15 women. Twenty-four patients had been referred, and the remaining eight patients had contacted the clinics on their own initiative.
All patients had participated in a neuropsychological assessment.
A letter with information about the study was sent to the patients together with the questionnaires and a pre-stamped envelope for the return of the questionnaires. The patients were instructed to return the questionnaires within 1 month. The patients who did not return the questionnaires were sent a reminder including a new questionnaire and a pre-stamped envelope.
Patients who found it difficult to answer the questionnaires had the option of receiving personal help from the first author. Three of the participating patients found it difficult to answer the questionnaires; two of them chose to visit the clinic for assistance, while the other preferred to be helped via telephone. The data collection and analysis of the questionnaires and the medical records took place between May 2005 and January 2006.
The Neuropsychological Assessment
Neuropsychological assessments are designed to collect information about patients whose mental symptoms are thought to be related to brain dysfunction [22] . The assessment is performed in multiple steps. Usually, it is designed as an information-gathering process which begins with an anamnestic interview with the patient and a close relative, generally the mother, in order to obtain a complete developmental history. Previous assessments, medical records, and other documents of interest are collected and reviewed. A comprehensive battery of neuropsychological tests is administered to the patient. The assessment is performed by a psychologist trained in neuropsychology in cooperation with a physician. Sometimes additional neuroimaging techniques are needed, and other professionals such as neurologists are consulted if necessary. During and after the assessment, the patient receives various types of feedback from the examiner according to the routines at the outpatient clinic and the individual needs of the patient. The psychologist writes a report describing the outcome of the assessment concerning memory, concentration, attention, language, verbal fluency, and problem solving. Feedback is usually delivered information given by the psychologist reading the report together with the patient in order to emphasize strengths and problem areas, and to explain difficult words and concepts. The patient always receives a copy of the report.
Measures
The patients' experiences, and their satisfaction with the feedback after the assessment, were measured with the Assessment Questionnaire (AQ) [23] . Self-administered questionnaires were used to measure self-perceived health (SF-36, GAF), personality disorders (DIP-Q), and basic and earning self-esteem. Medical records were scrutinized for socio-demographic data, with the exception of one patient who did not give permission for this. One patient did not complete the AQ.
The Assessment Questionnaire (AQ)
The AQ consists of 48 Likert scale items generating four first-order factors: 1) New Self-awareness/Understanding, 2) Positive Accurate Mirroring, 3) Positive Relationship with the Examiner, and 4) Negative Feelings about the Assessment. The subscales are summed up in an overall measure of Total Satisfaction [24] . In the present study, internal reliability for the four subscales, measured with Cronbach's Alpha, varied between 0.80 and 0.94.
SF-36
Self-perceived health was measured by the SF-36 [25] , which includes eight subscales: 1) Physical Functioning, 2) Role-Physical, 3) Bodily Pain, 4) General Health, 5) Vitality, 6) Social Functioning, 7) Role-Emotional, and 8) Mental Health.
The SF-36 health survey was developed as a general measure with a broad usage [25] . Apart from the eight subscales, two additional dimensions (sum indices) are calculated, Physical Component Score (PCS) and Mental Component Score (MCS). PCS consists of the subscales: 1) Physical Functioning, 2) Role-Physical, 3) Bodily Pain, and 4) General Health. MCS consists of the subscales: 5) Vitality, 6) Social Functioning, 7) Role-Emotional and 8) Mental Health.
Global Assessment of Functioning (GAF)
The Global Assessment of Functioning (GAF) rates psychological functioning on a scale of 1-100, where 51-60 is considered to reflect moderate symptoms [26] . The scale is aimed at measuring mental, social, and vocational functioning in global terms. It was developed from the Health-Sickness Rating Scale [27] and is now included in DSM-IV.
DIP-Q
Personality disorders were screened for with the DSM-IV and ICD-10 Personality Questionnaire (DIP-Q) [28, 29] . This instrument is a self-assessment scale. The construction of the statements was derived from the diagnostic criteria of DSM-IV and ICD-10. A self-assessed GAF over 70 makes a personality disorder diagnosis less probable. DIP-Q has been shown to have a good test-retest-reliability for all DSM-IV personality disorders, if patients with depression or anxiety symptoms are excluded [30] .
A study compared three psychiatric samples in order to validate the self-report questionnaire DIP-Q. Results showed that the odds ratio for an Axis II disorder was nearly five times higher among psychiatric patients, independent of concomitant Axis I disorders, gender or age [31] .
Basic and Earning Self-Esteem Scales
Self-esteem was measured with a questionnaire measuring two aspects of self-esteem, basic and earning selfesteem [32, 33] . The Basic Self-Esteem Scale was developed to capture self-acceptance independent of external attributes and competence. The questions reflect the subjects' inner attitudes towards themselves and others, and their attitudes towards life in general. The Earning Self-Esteem Scale is aimed at capturing the conditions attached to self-esteem; the striving for success, competence, and perfection by making hard demands on oneself, and being in control of oneself and others in order to attain these goals.
In order to construct-and cross-validate the scales, they were related to other well-known personality scales as well as to a projective technique (TAT) in two independent samples of first semester psychology students (n = 153, n = 82). Basic SE showed concurrent validity being highly correlated (p<0.001) with both Rosenberg's and Coopersmith's self-esteem scales and highly or moderately with Neuroticism, Extraversion (EPQ) and Test-Anxiety (TAS) in both samples. Earning SE gained some construct validation by its relation to Type-A scores (JAS) as well as to verbal fantasy stories on TAT-pictures measuring Need of Achievement [32] .
Statistics
Pearson correlation was used to identify relations between AQ scores and age, gender, diagnosis, GAF, SF-36, Dip-Q, and Basic and Earning Self-Esteem.
The statistically significant (defined as p<0.1) variables General Health, Mental Health (SF-36), and Basic SelfEsteem were then included in a multivariate regression analysis with degree of satisfaction as the dependent variable. In all other analyses, p 0.05 was registered as statistically significant. A t-test was used to see if there were any significant differences regarding the four subscales in the AQ.
In order to further clarify the difference between the more satisfied and the less satisfied patients, we operationalized satisfaction/dissatisfaction by dividing the subjects into two groups according to the AQ median (> or < 3.4), yielding one group (n = 16) regarded as being "more satisfied" with the assessment and another group (n = 16) regarded as being "less satisfied" with the assessment. Cronbach's alpha was computed for each of the four subscales to measure the reliability of the AQ. The data were analyzed with the SPSS software package (Statistical Package for the Social Sciences, version 13.0).
RESULTS
Satisfaction with Feedback (AQ)
A t-test showed that the total study group scored low on the subscales of New Self-Awareness (p = 0.000) and Positive/Accurate Mirroring (p = 0.013).
The two groups differed significantly on Total Satisfaction (p = 0.013). The less-satisfied group reported low satisfaction with New Self-Awareness (p = 0.045) and scored high on Negative Feelings (p = 0.003).
Self-Perceived Health (SF-36)
Overall mental health according to the Mental Component Score (MCS) was worse in the study group (p = <0.001) than in a norm group drawn from the general Swedish population [25] . Overall physical health, measured by the Physical Component Score, did not differ (p = 0.560).
The more satisfied patients reported better physical health (p = 0.008) and also better mental health (p = 0.028) than the less satisfied patients ( Table 1) .
GAF
There were no significant differences between the less satisfied and more satisfied groups regarding functioning during the previous year or the previous weeks ( Table 1) .
Personality Disorders (DIP-Q)
Thirty patients had at least one personality disorder according to DIP-Q (range 1-9). The most frequently reported indications were from Avoidant, Obsessive Compulsive, and Borderline disorders. There was no significant difference between the more satisfied and the less satisfied patients ( Table 1) .
Self-Esteem
The more satisfied patients reported higher basic selfesteem (p = 0.001) than the less satisfied patients, but the groups did not differ in terms of earning self-esteem ( Table  1) .
AQ Related to Patient Characteristics
The Pearson correlation analysis revealed statistically significant relationships between low AQ Total Satisfaction and poor general health (SF-36) (p = 0.008), poor mental health (SF-36) (p = 0.028), and a low score on the Basic Self-Esteem scale (p = 0.001). There were no statistically significant relationships between AQ Total Satisfaction and age, sex, or diagnosis (e.g. ADHD or ASD) ( Table 1 ).
In the regression analysis using AQ as the dependent variable and General Health, Mental Health, and Basic SelfEsteem scale as independent variables, there was a significant relationship between low satisfaction and low self-esteem (p = 0.028) ( Table 2 ).
DISCUSSION
The aim of this study was to investigate patients' recollections of satisfaction with the feedback after a comprehensive neuropsychological assessment, and to relate the characteristics of the patients to this experience. When examining the patients' medical records, it became obvious that a considerable amount of effort is put into neuropsychological assessments by committed professionals at the psychiatric clinics. The main findings were that on average the patients expressed rather low satisfaction with the feedback in relation to the assessment, and that a low level of satisfaction was related to low self-esteem.
We did not find any significant relationships between level of satisfaction and diagnosis, age, sex, or number of personality disorders. The patients who reported less satisfaction and low self-esteem also reported higher scores on the AQ subscale Negative Feelings, and lower scores on the New Self-Awareness/Understanding subscales in AQ. The more satisfied patients reported higher self-esteem; they also reported having felt confirmed by the examiner and The patients' levels of satisfaction must be interpreted in the perspective of their psychiatric history. A majority of the patients in our study had had a previous psychiatric contact concerning other psychiatric diagnoses prior to being referred for an assessment.
The patients' had an average of 4 self-reported personality disorders, which is comparable to the results in a study of women with chronic eating disorders, where the median was 3 personality disorders [29] , and to the results in a study of personality disorders in former child psychiatric patients, where the average was 1.7 personality disorders [28] .
Taking part in a neuropsychological assessment may be very demanding for the patient. The results of the assessment may be extremely important and often have far-reaching consequences for the patient's whole life-situation and future. The assessment results are often the basis for important decisions about work, economic support, or entitlement to specific help interventions from the community. Low satisfaction may stem from disappointment with the results and the entire assessment procedure and/or an unsatisfying contact with the examiner.
The assessment process is perhaps not always optimal for patients with ADHD or ASD. It is important that the examiner conducting neuropsychological assessments has suitable training for this assignment, and also that he or she can give feedback that is specially designed for patients with neurodevelopmental disorders.
Earlier studies have shown that patients usually benefit in many ways from being more involved in their own examinations and assessments [10, 34, [35] [36] [37] . This particular group of patients might benefit even more by being involved in the assessment process.
In order to provide psychological assessment and feedback in a more systematic way, different methods have been used in treatment planning, as well as before or during mental health treatments [38, 39] . For example, in Therapeutic Assessment (TA) [36] it is important to work collaboratively with the patients in a very organized way before, during, and after the assessment [34] . TA was used in a study examining the interaction between therapeutic alliance and in-session process during the assessment phase of treatment. The study compared the utility of the TA model versus a traditional information gathering model of assessment. The results indicated that the use of a TA model may decrease the number of patients who terminate treatment against medical advice, and that the psychological assessment process may impact the patient's experience of assessment feedback and aid in the development of a therapeutic alliance [40] .
Self-esteem can be low in patients with ADHD or ASD [11] [12] [13] . Patients with lower self-esteem may be more anxious and vulnerable in an assessment process, and need to be treated with more consideration. The results from one study measuring the consumer's satisfaction with neuropsychological assessments indicated that neuropsychologists should pay particular concern to the feedback and support they give to highly anxious clients [35] .
The less satisfied patients reported a low basic selfesteem, which could indicate that these patients have had difficulty developing stable and satisfactory self-esteem during childhood, depending on different cognitive and mental impairments which in many ways might complicate a satisfactory personality development. They may have difficulties in making contact with others, and also difficulties in developing a trusting relationship with an examiner during an investigation. We believe that patients' satisfaction and self-esteem can be improved considerably by altering the way in which neuropsychological assessments are performed so as to show more consideration for the individual patient's perspective than is currently the case.
In summary, patients who had participated in a neuropsychological assessment expressed, on average, a rather low satisfaction with both the assessment and the subsequent feedback. The patients in the study group were less satisfied with positive and accurate mirroring, and did not think they had gained new knowledge about themselves. A low degree of satisfaction was strongly related to low selfesteem. The results of this study indicate a need for more empirical studies of how assessments should be designed to make patients feel more involved, and more satisfied with the assessment process.
